1. Introduction {#sec1}
===============

Traumatic brain injury (TBI) due to explosive ordnance has been one of the most frequent injuries sustained by Operation Enduring Freedom and Operation Iraqi Freedom (OEF/OIF) military personnel, accounting for over half of all head injuries requiring hospitalization ([@bb44]). Due to troop drawdown from Iraq and Afghanistan, thousands of OEF/OIF soldiers have returned home and are living with mild TBI (mTBI). The long-term health consequences of blast-induced mTBI are not yet well known. However, there has been growing concern over chronic cognitive and psychological symptoms reported by many of these individuals, including memory problems, headaches, anxiety and personality changes, as well as negative long-term outcomes such as neurodegenerative disease and suicide ([@bb5]; [@bb12]; [@bb33]). The negative outcomes observed may be related to changes in neuronal microstructure that occur as a result of traumatic axonal injury (TAI), the primary neuropathology of TBI. However, until recently, there was little direct evidence of chronic neuronal injury following blast-related mTBI in humans, and the impact of this type of injury on public health is still being debated ([@bb42]).

A significant challenge in detecting brain changes following blast-related mTBI is that axonal injury in mTBI is less extensive than in moderate and severe injuries ([@bb3]) and therefore unlikely to be detected by standard imaging procedures such as CT. Until recently, few tools were available to evaluate mTBI in vivo. Importantly, research has demonstrated that advanced neuroimaging techniques such as diffusion tensor imaging (DTI) are sensitive to changes in white matter microstructure following TBIs of varying severity and chronicity ([@bb16]). Fractional anisotropy (FA), one well-established measure of water anisotropy, may reflect the disruption to axonal integrity observed in TAI.

Recent DTI studies that have examined the impact of blast-induced mTBI on white matter integrity have reported mixed findings ([@bb1]; [@bb9]; [@bb14]; [@bb19]; [@bb20]). Whereas [@bb20] reported that specific regions such as the cerebellum are impacted by blast, others have provided evidence for diffuse abnormalities in white matter not constrained to particular regions ([@bb9]; [@bb14]). Still other studies have not found a link between white matter abnormalities and blast-related mTBI using region-of-interest (ROI; [@bb19]) or voxel-based ([@bb1]) analyses. Further complicating interpretation of the mTBI literature, several of these studies made group comparisons using non-independent control samples (for discussion, see [@bb39]), potentially biasing their data analyses and inflating the differences between the control and mTBI groups. Watts and colleagues demonstrated that group differences between a control and TBI group disappeared after adjusting for bias in the analysis. Thus, an accurate and consistent picture of the distribution of white matter changes following blast-related mTBI has yet to emerge.

Another factor that may contribute to the mixed findings is the difficulty in accurately diagnosing mTBI following explosive blast, particularly when alterations in consciousness, including feelings of confusion and memory loss, may be attributable to emotional trauma rather than concussion. By contrast, loss of consciousness (LOC) may be a reliable indicator of the presence and severity of concussion as it is more likely to be noticed and reported by witnesses than other alterations in consciousness. LOC has been shown to be an important predictor of brain volume loss over time ([@bb21]), postconcussive symptoms ([@bb42]) and psychosocial limitations, even after adjusting for psychological symptoms ([@bb36]). Two recent studies also suggest that LOC may be associated with greater white matter abnormalities, but these studies did not measure spatial heterogeneity ([@bb22]; [@bb30]). In light of these findings, as well as the proposal that mTBI with LOC is associated with more widespread structural damage ([@bb26]), we examined the extent to which mTBI with LOC was associated with greater white matter abnormalities than mTBI without LOC, using both measures of region-specific and spatially heterogeneous abnormality.

DTI findings of blast-induced mTBI are also likely to be complicated by the high PTSD comorbidity rate in this population, making it important to disentangle the contribution of these conditions to white matter abnormalities. Few studies have examined the impact of PTSD on white matter integrity following mTBI, despite some evidence that chronic PTSD may be associated with reductions in FA in specific white matter tracts ([@bb27]). Additional research is necessary to examine the unique contribution of PTSD to white matter integrity in this population.

In the present study, we used a non-biased approach in a large cohort of OEF/OIF veterans (*N* = 114) to address three primary issues that remain unresolved in the blast-related mTBI literature. These are: 1) the extent to which white matter abnormalities due to blast-related mTBI are region-specific or spatially heterogeneous, and the effect of LOC and repetitive blast exposure on white matter anisotropy; 2) the relationship between white matter abnormalities and neurocognitive function; and 3) the contribution of PTSD symptom severity to the observed white matter abnormalities.

2. Materials and methods {#sec2}
========================

2.1. Participants {#sec2.1}
-----------------

Participants were 114 veterans who had been deployed in support of OEF/OIF (see [Table 1](#t0005){ref-type="table"} for participant demographics). Fifty-five veterans comprised a control group without TBI. Participants were excluded from the control group if they reported TBI from blast, blunt force, or any other mechanism of injury during their deployment. Thirty-seven (67%) of the individuals in this group had been exposed to deployment-related blast but reported no subsequent changes in mental status suggestive of TBI; the remaining 18 (33%) had not been exposed to blast. There were no differences in demographics and DTI measures between controls with and without blast exposure (see [Inline Supplementary Table S1](#b0010){ref-type="boxed-text"}, [Inline Supplementary Fig. S1](#b0025){ref-type="boxed-text"}). Fifty-nine veterans reported mTBI due to blast exposure within 100 m and were further divided into an mTBI without LOC (mTBI - LOC) group (*n* = 31), and an mTBI with LOC (mTBI + LOC) group (*n* = 28). To limit our TBI sample to individuals with mild severity, participants reporting posttraumatic amnesia \>24 h or LOC \>30 min were excluded. There were no participants with secondary blast injuries (e.g., fragments of shrapnel). A subset of participants in the mTBI groups reported having tertiary injuries (e.g., being thrown against an object; see [Table 1](#t0005){ref-type="table"}). Thus, any reference to blast-related injuries in this study refers to blast mechanisms with additional tertiary injury in some cases. Because the goal of this study was to examine blast-related mTBI, participants with mTBI not associated with blast during their deployment were excluded. Participants were also excluded from the study if they reported a history of pre-deployment mTBI + LOC or, in the case of mTBI - LOC, if symptoms persisted more than 3 months after the injury. Participants were further excluded if they had structural brain abnormalities (e.g., hemorrhages, hematomas, skull fractures, tumors, excessive hyperintensities, hemispheric asymmetries) as determined by a board-certified neuroradiologist who reviewed FLAIR, susceptibility-weighted, and high resolution T1 scans. Participants who reported high levels of current alcohol use (\>25 drinks per week) or showed questionable effort with raw scores below 45 on the retention trial of the Test of Memory Malingering ([@bb32]) were also excluded. Participants were recruited through the VA Boston Polytrauma Network and through flyers and outreach events in the community. Study procedures took place outside the clinical context and were independent of diagnostic outcomes or treatment plans. Study procedures were approved by the VA Boston Institutional Review Board and all participants provided written informed consent consistent with the Declaration of Helsinki. Sixty-three participants (23 blast-exposed control, 21 mTBI - LOC, and 19 mTBI + LOC participants), whose neuropsychological findings were part of a separate report ([@bb37]), are also included in this study.

Inline Supplementary Table S1Table S1Demographic and clinical characteristics comparing the no-blast controls to the blast-exposed controls.No-blast controls (*n* = 18)Blast-exposed controls (*n* = 37)Group comparisonAge in years, *M* (*SD*)31.1 (7.7)30.2 (6.3)ns, *P* \> 0.05Males, no. (%)14 (78)35 (95)ns, *P* \> 0.05Education in years, *M* (*SD*)14.6 (2.4)13.8 (2.1)ns, *P* \> 0.05WTAR z, *M* (*SD*)0.4 (0.9)0.3 (0.8)ns, *P* \> 0.05CAPS total, *M* (*SD*)32.8 (31.4)48.8 (27.8)ns, *P* \> 0.05Current alcoholic drinks per week, *M* (*SD*)4.6 (5.7)4.6 (6.4)ns, *P* \> 0.05[^1]Inline Supplementary Table S1

Inline Supplementary Figure S1Fig. S1White matter abnormality distribution among control subgroups. There was no significant difference between no-blast controls and blast-exposed controls in percentage of individuals who had the presence of one or more abnormal ROI(s), (*P* \> 0.05).

2.2. Clinical assessment procedure {#sec2.2}
----------------------------------

A licensed clinical neuropsychologist with extensive experience in administering clinical interviews in outpatient, research, and rehabilitation settings conducted TBI, PTSD, and neuropsychological assessments.

Evaluation of TBI was based on an extensive clinical interview that queried participants about their blast exposure(s). The interview was structured in four parts: (1) determination of the 'index event,' which was the most severe blast exposure based on the length of LOC or posttraumatic amnesia; (2) in-depth description of the index event, including the participant\'s memory for the events preceding and subsequent to the blast, and presence of posttraumatic amnesia or LOC; (3) questions pertaining to the presence of neurological symptoms immediately after the blast that are consistent with TBI; and (4) inquiry regarding medical examination or reports by a witness. The TBI interview was modeled after a validated interview by [@bb9100], but was condensed in that it probed in detail only the most severe blast event. For individuals in the LOC group, in all but three cases information the participant obtained from a medic or peers who had witnessed the event was used to determine the presence and duration of LOC. Corroborative witness data were not available for individuals without LOC due to the fact that alterations in consciousness are often imperceptible. Participant interviews were transcribed and evaluated by two licensed clinical neuropsychologists who then sought consensus as to whether a minimal biomechanical threshold for concussion had plausibly been met, and any reported disorientation was the result of concussion rather than situational chaos and confusion.

PTSD was assessed using the Clinician-Administered PTSD Scale (CAPS) for DSM-IV ([@bb2]). Continuous CAPS scores were used as a measure of PTSD symptom severity. CAPS scores were unavailable for three participants and were estimated based on their score on the PTSD Checklist-Military version (PCL-M, [@bb40]). The PCL is a self-report questionnaire that has good convergent validity with the CAPS ([@bb43]). A linear regression model was generated using PCL scores of the remaining dataset as predictors of their CAPS scores. Using this model, the three individuals\' PCL scores were entered into the equation to generate their predicted CAPS scores.

### 2.2.1. Neuropsychological assessment {#sec2.2.1}

Participants were administered the Wechsler Test of Adult Reading (WTAR; [@bb41]) as an estimate of premorbid IQ as well as a battery of neuropsychological tests selected for their sensitivity to mTBI. For data reduction purposes, test *z*-scores were averaged to create five composite measures representing performance in the domains of attention, executive functions, verbal memory, visuospatial memory, and psychomotor speed. The attentional composite was based on number + letter sequencing time from the D-KEFS Trail Making Test, Wechsler Adult Intelligence Scale-III (WAIS-III) Digit Span score, and WAIS-III Digit Symbol Coding score. The executive functioning composite was based on the D-KEFS Verbal Fluency Test score, the number-letter switching score from the D-KEFS trail Making Test, the inhibition score from the D-KEFS Color Word Interference Test, and the Auditory Consonant Trigrams Test score averaged over 9, 18 and 36 s delays. The verbal memory composite included measures of encoding and retrieval derived from the California Verbal Learning Test (CVLT), with trials 1--5 total, long delay free recall, and recognition discriminability as dependent measures. The visuospatial memory composite included total recall, delayed recall, and the recognition discrimination index of the Brief Visuospatial Memory Test (BVMT). The psychomotor speed composite was based on scores from the Finger Tapping Test, the Purdue Pegboard Test, and the D-KEFS Trail Making motor speed score. Test *z*-scores were calculated using published standardized normative data from civilians. For all tests for which scaled scores are available, *z*-scores were calculated from these normalized data. Three individuals had missing digit span data and two of those three also had missing digit symbol coding scores; their attention composite scores were based on the remaining measures included in this composite score.

2.3. Image acquisition and processing {#sec2.3}
-------------------------------------

Structural imaging data were acquired on a 3-Tesla Siemens Trio whole-body MRI scanner located at the VA Boston Healthcare System, Jamaica Plain Campus. Two T1-weighted anatomical MRI scans were collected for each participant. T1 scan parameters for 37 participants were the following: FOV = 256, Matrix = 240 × 256, 160 slices, 1 × 1 × 1.2 mm voxels, TR = 2300 ms, TE = 2.98 ms, flip angle = 9°. For the remaining participants, a slightly modified T1 sequence was used: FOV = 256, Matrix = 256 × 256, 176 slices, 1 × 1 × 1 mm voxels, TR = 2530 ms, TE = 3.32 ms, flip angle = 7°. DTI scan parameters for 37 participants were the following: two acquisitions of 30 directions averaged for a total of 60 diffusion weighted images, FOV = 256, Matrix = 128 × 128, TR = 8000 ms, TE = 83 ms, 2 × 2 × 2 mm voxels, *b* value = 700 s/mm^2^. For the remaining participants, a slightly modified DTI sequence was used: one acquisition of 60 directions, FOV = 256, Matrix = 128 × 128, TR = 10,000 ms, TE = 103 ms, 2 × 2 × 2 mm voxels, *b* value = 700 s/mm^2^. The sequences were modified in order to align them with the pulse sequence of a separate study protocol for data sharing. Several studies support the reproducibility of FA across sequences ([@bb7]; [@bb17]). Furthermore, all analyses were adjusted for DTI sequence as outlined in the Statistical Approach below. Roughly equivalent percentages of individuals in each group were scanned with sequence 1 (controls = 27%; mTBI − LOC = 39%; mTBI + LOC = 36%) and sequence 2 (controls = 73%; mTBI − LOC = 61%; mTBI + LOC = 64%; χ^2^ (2, *N* = 114) = 1.36, *P* \> 0.51).

The data were analyzed using a combination of the Freesurfer image analysis suite (<http://surfer.nmr.mgh.harvard.edu>) and The Oxford Centre for Functional Magnetic Resonance Imaging of the Brain (FMRIB) FSL software package (<http://www.fmrib.ox.ac.uk/fsl>). Images were corrected for motion and eddy currents using Freesurfer. FA images were created by fitting a tensor model using linear least squares to the raw diffusion data using the Freesurfer command *dt_recon*. Images were brain-extracted using BET ([@bb28]) to remove non-brain voxels from the analysis.

To perform ROI analyses based on semi-automated methods, the John Hopkins White Matter Parcellation Atlas (JHU WMPA) and the Freesurfer-derived white matter parcellations were merged. These atlases provide complementary data, with the JHU WMPA atlas providing detailed labeling of deeper white matter structures, regions, and tracts and the Freesurfer parcellations providing a measure of white matter that extends to the cortical surface. The combined atlas was then multiplied by the mean FA skeleton mask derived from the FMRIB58_FA template in FSL\'s Tract Based Spatial Statistics program (TBSS; [@bb29]) to limit segmentation to the white matter skeleton. Using the inverse-warp of each subject\'s nonlinear registration to standard space, the combined segmented atlas was then transformed back into each individual\'s respective native DTI space using FSL\'s *tbss_deproject* program. Once the segmented skeleton was in registration with each participant\'s native DTI image, the mean FA values were extracted for 38 ROIs hypothesized to be affected by mTBI, including: the genu, body, and splenium of the corpus callosum, the middle cerebellar peduncle, and the left and right hemispheres of the following ROIs: corticospinal tract, anterior limb of the internal capsule, posterior limb of the internal capsule, retrolenticular part of the internal capsule, anterior corona radiata, posterior corona radiata, sagittal stratum, external capsule, cingulum cingulate, cingulum hippocampus, fornix stria, superior longitudinal fasciculus, uncinate fasciculus, cerebellum white matter, inferior cerebellar peduncle, superior cerebellar peduncle, and posterior thalamic radiation.

2.4. Statistical approach {#sec2.4}
-------------------------

### 2.4.1. Demographic analysis {#sec2.4.1}

Statistical analyses were performed using SPSS, version 21 (IBM Corp., Armonk, NY). mTBI group differences in demographic characteristics were examined using one-way ANOVA for continuous data and chi-square for categorical data. Non-normal variables including age, education, WTAR, alcoholic drinks per week, blast load, and the time between injury and scan were first transformed before they were entered in group analyses. Education was added as a covariate to regression models but did not change the pattern of results in any of the analyses and is therefore not included in the analyses.

### 2.4.2. Region specific vs. spatially heterogeneous white matter abnormalities {#sec2.4.2}

To examine whether TBI and PTSD were associated with reduced FA in specific ROI tracts, separate hierarchical linear regression models were used for each ROI, correcting for multiple comparisons using the Benjamini--Hochberg false discovery rate method (FDR), *q* = 0.05. In recognition of the possibility that the FDR correction is overly conservative, particularly when ROIs are correlated, we also took the approach of [@bb19] and examined models that were significant at a more lenient uncorrected threshold of *P* \< 0.01. In this analysis, mean FA in each of the 38 tracts was the outcome variable. Age, WTAR, and DTI sequence were included in the first step of the model as nuisance regressors, mTBI group status (controls, mTBI - LOC, and mTBI + LOC coded as dummy variables) was added in the second step, followed by PTSD symptom severity (i.e., CAPS total score) and the PTSD symptom severity by the mTBI group status interaction in the third step.

To examine whether blast-related mTBI was characterized by spatially heterogeneous reductions in FA rather than reductions in FA in specific white matter tracts, we followed previously published procedures ([@bb16]; [@bb20]) of calculating the mean and standard deviation (SD) of the control group for each ROI and deriving *z*-scores for each individual based on those values. Unlike previous methods that introduced bias by using the same reference group that was used to define abnormal white matter regions to compare group differences, we conducted a leave-one-out cross-validation analysis in which each control subject\'s *z*-score was derived from the mean and SD of the remaining control subjects\' FA values for a particular ROI (see [@bb39]). A dichotomous variable was created, reflecting the absence or presence of at least one abnormal ROI (i.e., ROIs with FA *z*-scores ≤ −2). To adjust for DTI sequence, *z*-scores for individuals scanned with the original DTI sequence were based on control subjects scanned with the original sequence and *z*-scores for individuals scanned with the modified sequence were based on control subjects scanned with the modified sequence.[1](#fn1){ref-type="fn"} The dichotomized abnormal ROI variable is sensitive to spatial heterogeneity, as individuals with TBI could have any white matter tract counted as abnormal, rather than constraining all participants to have reductions in FA in the same tract as is the case for the mean FA ROI analysis described above. Hierarchical binary logistic regression analysis to predict the presence of abnormal ROIs was conducted with age and WTAR included in the first step of the model, TBI group status added in the second step, and PTSD symptom severity and the PTSD symptom severity by mTBI group status interaction added in the third step.

### 2.4.3. Loss of consciousness and extent of white matter abnormalities {#sec2.4.3}

Given prior work suggesting that LOC is associated with greater widespread structural damage than TBI without LOC, we next examined whether LOC was associated with a higher number of ROIs with *z*-scores ≤ −2. To use this metric as an outcome variable in later regression analyses, the total number of abnormal ROIs for each participant was square-root transformed to account for the positive skew of the data. Because the goal of this analysis was to examine the effect of LOC on extent of white matter abnormality, individuals with LOC were compared against all individuals without LOC grouped together. Although this involved combining individuals from the control group with the mTBI - LOC group, examination of the total number of ROIs showed that the two groups did not differ (see [Inline Supplementary Fig. 2](#b0030){ref-type="boxed-text"}). A two-sample *t*-test was used to examine group differences.

Inline Supplementary Figure S2Fig. S2Number of abnormal ROIs among control and mTBI − LOC groups. There was no significant difference in number of abnormal ROIs (*P* \> 0.05). mTBI − LOC = mild traumatic brain injury without loss of consciousness.

### 2.4.4. Blast injury characteristics and white matter abnormalities {#sec2.4.4}

To examine the effect of number of blast exposures (blast load), we first ran hierarchical linear regression analyses with mean FA in each ROI as the outcome variable. Age, WTAR, and DTI sequence were entered as nuisance variables in the first model, blast load was entered in next, and mTBI group status and the blast load by mTBI group status interaction were entered in the final model. The FDR method was used to correct for multiple comparisons. Similar to the region-specific analysis described in [Section 2.4.2](#sec2.4.2){ref-type="sec"} above, we also examined models that were significant at a more lenient threshold of *P* \< 0.01. The same factors entered in the linear regression were entered into a logistic regression model with age and WTAR as nuisance variables to examine whether blast load was a significant predictor of the presence of abnormal ROIs.

To examine the effect of mechanism of injury (i.e., primary blast vs primary blast plus tertiary injury), we first ran a hierarchical linear regression model with mean FA in each ROI as the outcome variable. Age, WTAR, and DTI sequence were entered as nuisance variables in the first model, and injury mechanism was entered as a predictor of mean FA in the second model. These models were first corrected for multiple comparisons using FDR and were also examined at a more lenient threshold of *P* \< 0.01. Next, these same factors were entered into a logistic regression model with age and WTAR as nuisance variables to examine whether injury mechanism was a significant predictor of the presence of abnormal ROI(s). For 17 participants with blast-related TBI, it could not be determined whether they had additionally experienced an impact injury. These participants were excluded from the analyses pertaining to injury mechanism.

### 2.4.5. Mediation of neurocognitive function {#sec2.4.5}

Finally, a mediation analysis was performed to examine whether the relationship between mTBI and neurocognitive function was influenced by the number of abnormal ROIs. In simple mediation models, the independent variable (presence of LOC) can exert an indirect effect on the dependent variable (neurocognitive composite scores) through an intermediary variable (total number of abnormal ROIs). The model was tested with and without CAPS as a covariate. Direct and indirect effects were examined using the Mediate macro for SPSS ([@bb13]). Bootstrapping was used to estimate the sampling distribution (*n* = 5000) and 95% confidence intervals for the indirect effect. Helmert coding was used in linear models to test the direct effect between mTBI group status (using LOC as the comparison group) and cognitive outcome, as well as the effect of mTBI group status on total number of abnormal ROIs. The only neurocognitive domain that was significantly associated with total number of abnormal ROIs was verbal memory. Thus, we tested the model that the presence of LOC had an indirect effect on verbal memory through its effect on the total number of abnormal ROIs.

3. Results {#sec3}
==========

3.1. Demographic characteristics {#sec3.1}
--------------------------------

The groups did not significantly differ in age, gender, WTAR, number of alcoholic drinks per week, number of blast exposures, or interval between time of index blast event and MRI scan. The two mTBI groups also did not significantly differ in PTSD symptom severity although both of them had greater PTSD symptoms than the control group. The control group had higher education than the other groups. The mTBI + LOC group had a higher number of individuals with tertiary blast injury than the other groups.

3.2. Region specific vs. spatially heterogeneous white matter abnormalities {#sec3.2}
---------------------------------------------------------------------------

Hierarchical linear regression failed to show an effect of group on mean FA for any specific ROI after controlling for multiple comparisons, consistent with previous reports that did not find mTBI-related differences using an ROI approach ([@bb9]; [@bb19]). However, when examining the uncorrected results at *P* \< 0.01, two ROIs showed reduced FA in the mTBI + LOC group, including the splenium of the corpus callosum and right sagittal stratum. These results are shown in [Inline Supplementary Table 2](#b0015){ref-type="boxed-text"}. PTSD symptom severity or the PTSD by mTBI group status interaction was not significantly associated with mean FA in any ROI after multiple comparisons correction. However, when reducing the threshold to *P* \< 0.01, a PTSD symptom severity by mTBI group status interaction was observed in the left retrolenticular part of the internal capsule such that the mTBI + LOC group had lower FA values in this region with increasing PTSD symptom severity (see [Inline Supplementary Table 3](#b0020){ref-type="boxed-text"}).

Inline Supplementary Table S2Table S2ROIs that survive *P* \< 0.01 for region specific analysis.ROImTBI + LOC v ControlsmTBI + LOC v mTBI − LOCR^2^ΔR^2^ΔF (*P*)β (*P*)β (*P*)Splenium of corpus callosum0.30 (0.003)0.30 (0.003)0.330.075.78 (0.004)Right sagittal stratum0.35 (0.002)0.25 (0.02)0.220.085.40 (0.006)[^2]Inline Supplementary Table S2

Inline Supplementary Table S3Table S3ROI that survive *P* \< 0.01 for PTSD symptom severity by mTBI group status interaction.ROIPTSD ∗ Controls^a^PTSD ∗ mTBI − LOC^b^R^2^ΔR^2^ΔF (*P*)β (*P*)β (*P*)Left retrolenticular part of the internal capsule0.85 (0.001)0.60 (0.045)0.230.094.09 (0.009)[^3]Inline Supplementary Table S3

Hierarchical logistic regression was performed to examine whether mTBI group status and PTSD were associated with the presence of one or more abnormal ROIs, thus reflecting spatial heterogeneity of injury. Results showed that mTBI group status was the only significant predictor with a significant overall model \[χ^2^ (4, *N* = 114) = 10.44, *P* \< 0.04, Negelkerke *R*^2^ = 0.12\] and significant change in the chi square equation \[Δχ^2^ (2, *N* = 114) = 6.79, *P* \< 0.04\]. The mTBI + LOC group was 3.26 times more likely to have one or more abnormal ROIs than the control group (*P* \< 0.02) and 3.36 times more likely than the mTBI - LOC group (*P* \< 0.04). The control and mTBI - LOC groups did not differ from each other (*P* \> 0.9). Percent of individuals in each group with one or more abnormal ROIs is shown in [Fig. 1](#f0005){ref-type="fig"}.

For illustration purposes only, [Fig. 2](#f0010){ref-type="fig"} demonstrates that the percentage of individuals who show abnormal FA in any particular ROI is low, suggesting that the abnormalities are spread throughout the brain. [Inline Supplementary Fig. 3](#b0035){ref-type="boxed-text"} shows the outlines of each white matter ROI displayed in [Fig. 2](#f0010){ref-type="fig"}.

By contrast, PTSD symptom severity was not significantly associated with one or more abnormal ROIs.

Inline Supplementary Figure S3Fig. S3Visualization of white matter ROI tracts examined in the study. 38 ROIs were examined, including the genu, body, and splenium of the corpus callosum, the middle cerebellar peduncle, and the left and right hemispheres of the following ROIs: corticospinal tract, anterior limb of the internal capsule, posterior limb of the internal capsule, retrolenticular part of the internal capsule, anterior corona radiata, posterior corona radiata, sagittal stratum, external capsule, cingulum cingulate, cingulum hippocampus, fornix stria, superior longitudinal fasciculus, uncinate fasciculus, cerebellum white matter, inferior cerebellar peduncle, superior cerebellar peduncle, and posterior thalamic radiation.

3.3. Loss of consciousness and extent of white matter abnormalities {#sec3.3}
-------------------------------------------------------------------

We next examined whether individuals with LOC had a greater number of ROIs with low FA as an indicator of extent of white matter abnormalities. Consistent with the hypothesis that LOC is associated with greater extent of white matter abnormality, individuals with LOC had a significantly higher number of abnormal ROIs (square-root transformed M = 1.02, SD = 0.9) than individuals without LOC (square-root transformed M = 0.57, SD = 0.83), two-sample *t*(112) = 2.41, *P* \< 0.02. The number of abnormal ROIs observed in the mTBI + LOC group in comparison to the number of ROIs expected based on the other two groups is shown in [Fig. 3](#f0015){ref-type="fig"}, illustrating that the mTBI + LOC group had greater-than-expected number of ROIs below control values.

3.4. Blast injury characteristics and white matter abnormalities {#sec3.4}
----------------------------------------------------------------

Linear regression revealed a significant *F* change in the left retrolenticular part of the internal capsule in the final model \[Δ*F*(4,105) = 5.41, *P* \< 0.001, *R*^2^ = 0.22\]. The blast load by mTBI group status interaction term was significant for both the control group versus mTBI + LOC group (*P* \< 0.004) and the mTBI - LOC group versus the mTBI + LOC group (*P* \< 0.03) such that for individuals with LOC, higher blast load was associated with lower FA in this region (see [Fig. 4](#f0020){ref-type="fig"}A). At an uncorrected threshold, this pattern was also observed in the right sagittal stratum \[Δ*F*(4,105) = 4.13, *P* \< 0.004, *R*^2^ = 0.28\]. The blast load by mTBI group status interaction term was marginally significant for the control group versus mTBI + LOC group (*P* \< 0.07) and significant for the mTBI - LOC group versus the mTBI + LOC group (*P* \< 0.02) (see [Fig. 4](#f0020){ref-type="fig"}B). Results of the logistic regression indicated that blast load or the interaction term were not associated with the presence of abnormal ROIs.

Primary blast injury versus combination of primary and tertiary injury was not significantly associated with mean FA in any ROI, either with FDR correction or at the uncorrected threshold. This variable was also not associated with the presence of abnormal ROIs.

3.5. Mediation of neurocognitive function {#sec3.5}
-----------------------------------------

A mediation analysis using ordinary least squares path analysis revealed that mTBI + LOC indirectly influenced verbal memory performance through its effect on the extent of white matter abnormalities (as measured by total number of abnormal ROIs). Individuals with LOC had a greater number of abnormal ROIs (*a* = −0.44, *P* \< 0.03) and, in turn, the number of abnormal ROIs was negatively associated with verbal memory performance (*b* = −0.21, *P* \< 0.05). The direct effect of mTBI on verbal memory was not significant (*P* \> 0.3). A bias-corrected bootstrap confidence interval for the indirect effect of verbal memory (ab = 0.09) based on 5000 bootstrap samples did not encompass zero (95% CI \[0.005, 0.29\]). The results remained consistent after adjusting for PTSD symptom severity: individuals with LOC had a greater number of abnormal ROIs (*a* = −0.46, *P* \< 0.02) and, in turn, total number of abnormal ROIs was negatively associated with verbal memory performance (*b* = −0.22, *P* \< 0.04). A bias-corrected bootstrap confidence interval for the indirect effect of verbal memory (ab = 0.10) based on 5000 bootstrap samples did not encompass zero (95% CI \[0.01, 0.32\]). These results suggest that as white matter abnormalities accumulate, individuals with LOC show decreased verbal memory performance. PTSD symptom severity was associated with attention (Pearson\'s *r* = −0.24, *P* \< 0.02), verbal memory (Pearson\'s *r* = −0.21, *P* \< 0.03), and visuospatial memory (Pearson\'s *r* = −0.19, *P* \< 0.05). However, the effect of CAPS on number of abnormal ROIs was not significant (*P* \> 0.05), and therefore a mediation analysis was not further pursued.

4. Discussion {#sec4}
=============

In a large cohort of OEF/OIF veterans, we examined the relationship between blast-related mTBI, PTSD, and white matter abnormalities using DTI. There were three main findings from the study. First, mTBI + LOC, but not mTBI - LOC was associated with white matter abnormalities. Importantly, these abnormalities were spatially heterogeneous, consistent with previous post-mortem and imaging work showing that white matter injury in mTBI is diffuse. Reductions in FA in specific white matter tracts were observed in the context of higher blast load for individuals with mTBI + LOC. Second, a mediation analysis revealed that mTBI + LOC was indirectly associated with lower verbal memory performance through its effect on white matter abnormalities. Third, PTSD symptom severity was not associated with presence of spatially heterogeneous white matter abnormalities, although at a reduced statistical threshold, symptom severity moderated the effect of mTBI + LOC on white matter in the left retrolenticular part of the internal capsule.

These results are notable given our unbiased methodology. Recently, it was observed that several studies reporting changes in white matter integrity in OEF/OIF veterans used methods that potentially biased their results in favor of finding control and TBI group differences ([@bb39]). In their study, Watts and colleagues examined their data two ways; in the first, the authors computed *z*-scores of abnormal white matter voxels based on a reference group, and also included the reference group in group analyses. This method, considered standard in the literature, revealed FA differences in clusters of voxels across groups, suggesting white matter abnormalities in individuals with mTBI. However, when they used a leave-one-out cross-validation method to control for the potentially inflated reference group values, they no longer observed group differences, raising the possibility that these findings were an artifact of flawed methodology. Here, we used the leave-one-out cross-validation method in the largest DTI study to date in OEF/OIF veterans with blast-related mTBI. We found that mTBI + LOC secondary to blast events was associated with spatially heterogeneous white matter abnormalities. These white matter abnormalities were observed in the chronic stages of mTBI, years after the injury occurred.

Although the precise mechanisms triggering LOC are not entirely known, one influential model of TBI has posited that injury to the brain occurs in a centripetal fashion ([@bb26]). According to this view, injuries associated with LOC involve widespread damage of cortical and subcortical areas that result in disconnection of deep structures involved in consciousness such as the brainstem, whereas damage to more restricted cortical regions tends to be associated with alterations in consciousness in the absence of LOC, such as posttraumatic amnesia and confusion. Consistent with this view, the present results demonstrated that individuals with LOC had greater extent of injury. Notably, the centripetal hypothesis was formulated in the context of blunt impact head injury. The present results provide some initial evidence supporting its generalization to blast-related TBI.

In addition, LOC may have been a more reliable indicator of mTBI than posttraumatic amnesia or other alterations of consciousness, as the latter two may also occur following a psychologically traumatic event without head injury. LOC can also be more readily observed by a witness whereas other alterations in consciousness would be less apparent to an observer. In our sample, all but three individuals with LOC had learned of their injury from a witness.

Recent studies have also found a positive association between blast-related LOC and white matter changes. In an exploratory analysis, [@bb30] showed that mTBI + LOC was associated with lower FA values in ventral-prefrontal white matter. In another recent study, Jorge and colleagues (2013) showed that individuals with LOC had a greater number of "potholes" or clusters of white matter abnormalities than individuals without LOC. The results reported here suggest that the association between LOC and white matter abnormality is a robust finding, as it survived using an independent comparison group. Studies with negative DTI findings did not consider individuals with LOC as a subgroup (i.e., [@bb1]; [@bb19]), which may in part explain the null results. Taken together, the results add to the growing literature showing that LOC is an important diagnostic marker of mTBI-related white matter abnormalities.

Our findings are likely to present a conservative estimate of chronic injury. A recent report has suggested that the leave-one-out approach may underestimate the actual level of difference between the control and mTBI groups ([@bb23]). Further, ROI-based approaches are less sensitive to small areas of injury than voxel-based approaches because in the ROI approach, voxels of abnormal signal may be averaged together with voxels of normal signal to obtain summary statistics across the entire ROI. Finally, the need to control for pulse sequence reduced the effective sample size of the control group used to determine the presence of ROIs with abnormal FA, thus likely reducing the power of this analysis. When the threshold was lowered to uncorrected *P* value \< 0.01, mTBI + LOC was associated with decreased FA in the splenium of the corpus callosum and right sagittal stratum.

It is possible that changes in specific ROIs are only evident in the context of multiple blast exposures. Consistent with this notion, we found that multiple blast exposures in individuals with LOC were associated with reduced FA in the left retrolenticular part of the internal capsule and, at an uncorrected threshold, in the right sagittal stratum. However, higher blast load was not associated with more extensive spatially heterogeneous white matter abnormalities. The latter result is consistent with [@bb9], who found no significant differences in white matter abnormalities between individuals with single and multiple blast exposures. Thus, the small literature to date paints an inconsistent picture with regard to the impact of multiple blasts on white matter in humans. This stands in contrast to the animal literature, which has provided relatively robust evidence for increased severity of brain injury with repeated blast exposure ([@bb6]; [@bb10]; [@bb25]; [@bb38]). The reason for the inconsistency in results may stem from tighter control over experimental manipulations in animal studies, such as the timing of subsequent blasts. For example, research has provided evidence for a critical time window following the first TBI within which the second insult must occur to observe dose-dependent increases in brain injury. Thus, the animal literature may be more consistent due to precise timing of repeated injury. Further, animal studies have also measured outcomes much closer to the time of injury whereas outcomes of repetitive blast exposure were measured on the order of years in the current study.

Injury mechanism did not affect white matter abnormality in the present study. To our knowledge, few, if any studies have directly compared white matter abnormalities associated with primary blast alone versus blast plus secondary/tertiary mechanisms. In a behavioral study, [@bb9200] did not find any neurocognitive differences between individuals with blast and blast + blunt combination injuries, although they did find increased risk of TBI and PTSD symptoms in the blast+blunt combination group versus the blast alone group. Given these mixed outcomes, the effects of primary blast versus combination injuries is an important topic for future investigation.

For the first time, we demonstrated that mTBI + LOC was associated with decreased performance in verbal memory through its influence on extent of white matter abnormality. These findings provide direct evidence that widespread white matter abnormalities negatively impact cognitive function following blast-related mTBI. The results support and extend those of [@bb19] who found that blast-related mTBI was associated with reductions in verbal memory. Here, we showed that extent of white matter abnormality is an important intervening variable in explaining the relationship between mTBI and verbal memory.

PTSD was not significantly associated with white matter abnormalities after multiple comparisons correction, a finding consistent with the results of several other studies in veterans with mTBI ([@bb14]; [@bb24]; [@bb31]). However, we found that at a reduced statistical threshold, PTSD moderated the relationship between mTBI + LOC and FA in the left retrolenticular part of the internal capsule. These results provide some evidence that mTBI + LOC is associated with greater white matter abnormality as PTSD symptom severity increases, although these results must be interpreted with caution because they did not survive multiple comparisons correction. PTSD symptom severity was also associated with lower attention, verbal memory, and visuospatial memory, consistent with a large body of work linking PTSD to impairments in these cognitive domains ([@bb4]; [@bb15]; [@bb18]; [@bb34], [@bb35]; [@bb37]).

Limitations of the current study should be noted. Similar to most previous studies of post-deployment health, mTBI diagnosis relied on retrospective self-reports with limited availability of corroborating medical record data. However, mTBI assessment was conducted using a structured and guided interview based on a validated interview ([@bb9100]) to characterize the nature of each injury, currently the gold standard for diagnosis ([@bb8]). Furthermore, all but three individuals with LOC reported information obtained from a witness to the event, reducing reliance on self-report to infer LOC. In the current study, the control group consisted of individuals who were never exposed to blast-wind mechanisms as well as individuals who were exposed to blast without TBI. There is some evidence that individuals with blast exposure, even without mTBI, show white matter abnormalities (as an example, see [@bb31]). Although we did not find any differences related to blast exposure itself in the current study, it is possible that our methods were not optimized to detect white matter abnormalities that may be associated with blast exposure. [@bb31] identified cluster areas of abnormal voxels not restricted to any particular white matter tract. This approach avoids the potential problem of null results due to averaging together healthy and damaged tissue in an ROI approach. Thus, future studies of subconcussive blast exposure may benefit from this approach. Finally, we note that because we did not measure neurocognitive functioning premorbidly, we cannot exclude the possibility that some neurocognitive differences were pre-existing. However, there were no group differences in a brief measure of premorbid IQ (i.e., the WTAR), providing some evidence against this possibility.

4.1. Conclusions {#sec4.1}
----------------

In summary, we report evidence for white matter abnormalities associated with blast-related mTBI, particularly in individuals who experienced LOC. These abnormalities were spatially heterogeneous in nature, not confined to any one particular white matter tract except in the presence of multiple blast exposure. One consequence of these white matter abnormalities may be reduced neurocognitive performance, particularly in verbal memory. PTSD was not associated with spatially heterogeneous white matter abnormalities, although there was a suggestion that at higher levels of PTSD symptom severity, LOC may be associated with a region-specific abnormality. Taken together, the results from this study underscore the consequences of blast-related mTBI on brain structure and provide evidence of the importance of using sensitive techniques, such as DTI, to detect brain injury following mTBI.
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For 9 control subjects who were scanned on sequence 1, sequence 2 data were also available. These data were included in the reference group to derive *z*-scores for individuals scanned with sequence 2.

![White matter abnormality distribution among groups. A greater percentage of individuals in the mTBI + LOC group than in the control group had at least one brain region of reduced FA. mTBI = mild traumatic brain injury; LOC = loss of consciousness.](gr1){#f0005}

![Spatially distributed reductions in FA among groups. This figure represents the percentage of individuals in each group who showed abnormal FA in the various ROIs in comparison to control values. Values vary from 1% to 14% (with low values indicated in dark red, intermediate values in light red, and high values in yellow) suggesting that there is limited spatial overlap in white matter abnormalities across individuals. mTBI-LOC = mild traumatic brain injury without loss of consciousness. mTBI + LOC = mild traumatic brain injury with loss of consciousness.](gr2){#f0010}

![Number of abnormal ROIs expected versus observed in the mTBI + LOC group. The mTBI + LOC group had greater than expected abnormal ROIs (i.e., FA *z*-scores ≤ −2). The box indicates subjects with one or more abnormal ROIs. For illustration purposes, the total number of ROIs is shown in lieu of square-root transformed scores. mTBI + LOC = mild traumatic brain injury with loss of consciousness.](gr3){#f0015}

![Blast load by mTBI group status interaction is significant in two specific ROIs. (A) The mTBI + LOC group had lower FA values in the left retrolenticular part of the internal capsule with increasing blast load after correcting for multiple comparisons. This pattern was not observed in the control or mTBI - LOC groups (B). The mTBI + LOC group had lower FA values in the right sagittal stratum with increasing blast load, with no effect of blast load in the control and mTBI-LOC groups. This effect was present only at an uncorrected threshold of *P* \< 0.01. mTBI - LOC = mild traumatic brain injury without loss of consciousness. mTBI + LOC = mild traumatic brain injury with loss of consciousness. L Retrolent Int cap = left retrolenticular part of the internal capsule. R Sag Stratum = right sagittal stratum. Blast load was square-root transformed.](gr4){#f0020}

###### 

Demographic and clinical characteristics.

                                                                              Controls (*n* = 55)                              mTBI − LOC (*n* = 31)                       mTBI + LOC (*n* = 28)                        Group comparison
  --------------------------------------------------------------------------- ------------------------------------------------ ------------------------------------------- -------------------------------------------- ----------------------------------
  Age in years, M (SD)                                                        30.5 (6.7)                                       29.6 (7.7)                                  27.9 (4.2)                                   *F*(2,111) = 1.484, *P* = 0.231
  Males, no. (%)                                                              49 (89.1)                                        30 (96.8)                                   28 (100.0)                                   χ^2^(2) = 4.459, *P* = 0.108
  Education in years, M (SD)                                                  14.1 (2.2)[a](#ngtbl1.1){ref-type="table-fn"}    13.0 (1.6)                                  12.9 (1.4)                                   *F*(2,111) = 4.465, *P* = 0.014
  WTAR *z*, M (SD)                                                            0.4 (0.8)                                        0.5 (0.7)                                   0.3 (0.8)                                    *F*(2,111) = 0.453, *P* = 0.637
  Blast exposures, M (SD)                                                     9.4 (11.7)[b](#ngtbl1.2){ref-type="table-fn"}    12.6 (12.2)                                 7.2 (8.6)                                    *F*(2,93) = 1.852, *P* = 0.163
  Blast plus tertiary[c](#ngtbl1.3){ref-type="table-fn"} mechanism, no. (%)   0[b](#ngtbl1.2){ref-type="table-fn"}             3 (13)[d](#ngtbl1.4){ref-type="table-fn"}   14 (78)[e](#ngtbl1.5){ref-type="table-fn"}   χ*^2^*(1) = 18.192, *P* \< 0.001
  Blast to MRI scan interval in months, M (SD)                                49.8 (36.3)[b](#ngtbl1.2){ref-type="table-fn"}   43.8 (27.2)                                 56.3 (23.2)                                  *F*(2,93) = 1.836, *P* = 0.165
  CAPS total, M (SD)                                                          43.6 (29.7)[a](#ngtbl1.1){ref-type="table-fn"}   58.4 (24.6)                                 63.2 (23.7)                                  *F*(2, 111) = 5.961, *P* = 0.003
  Current alcoholic drinks per week, M (SD)                                   4.6 (6.2)                                        3.4 (4.6)                                   4.4 (7.2)                                    *F*(2,111) = 0.999, *P* = 0.372

Note: For ease of interpretation, mean (M) and standard deviation (SD) reflect non-transformed data for non-normal variables. TBI = traumatic brain injury. LOC = loss of consciousness. WTAR = Wechsler Test of Adult Reading. CAPS = Clinician-Administered PTSD Scale.

Group that was significantly different from other groups.

Includes only blast-exposed controls.

No subject had secondary blast injury.

For 7 subjects, it could not be determined if they experienced blast plus impact injury.

For 10 subjects, it could not be determined if they experienced blast plus impact injury.

[^1]: *Note:* WTAR = Wechsler Test of Adult Reading; CAPS = Clinician-Administered PTSD Scale.

[^2]: Note: Coefficients are standardized values. Values represent significant effect of adding mTBI group status in hierarchical linear regression. mTBI = mild traumatic brain injury. LOC = loss of consciousness. *P* = *P* value. ROI = region of interest.

[^3]: *Note:* Values represent significant effect of adding CAPS score in hierarchical linear regression. Coefficients are standardized values. ^a^ mTBI+LOC is the reference group for comparison with Controls. ^b^ mTBI + LOC is the reference group for comparison with mTBI − LOC group. PTSD = posttraumatic stress disorder. CAPS = Clinician Administered PTSD Scale. *P* = *P* value. ROI = region of interest.
